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An uneasy compromise, whereby an “abortion free
Ireland” has historically relied upon women tra-
velling overseas to end pregnancies, is challenged
by the fact that abortion services can now travel to
women. Today, safely ending a pregnancy is
potentially possible with some simple instructions
and a blister pack of pills, and both are readily
accessible via a few clicks of a mouse. This paper
examines some implications of this fact. It begins
by setting out what is known regarding the home
use of abortion pills in Ireland. While robust data
has often been elusive, it is suggested that the evi-
dence that exists points to a pressing public health
need that is unmet by domestic services and,
further, that home use of pills to induce abortion
can offer a safer and potentially more attractive
option than the alternatives facing many women
in Ireland. The paper then moves on to consider
some policy implications of these ﬁndings.
In addition to drawing on published sources, the
paper relies on information gleaned from a small
number of fact-ﬁnding interviews conducted in
2015 in the context of a project into the challenges
which growing use of abortion pills poses for exist-
ing regulatory frameworks. In consultation with the
project Advisory Group, potential interviewees were
identiﬁed as individuals who would likely be able to
offer particular insight into the use of abortion pillsContents online: www.rhm-elsevier.com90in the Republic of Ireland, the regulation of such
use, and the health consequences for the women
concerned. All but two individuals thus identiﬁed
(both of whom worked in roles concerned with
enforcement of the law) agreed to be interviewed.
Interviewees included government ofﬁcials, online
suppliers of the pills, family planning service provi-
ders, doctors and activists. The manner in which
each interviewee is identiﬁed (fully, by just ﬁrst
name, or by role description) was agreed with the
individuals concerned. All interviewees were given
the right to approve and revise quotations prior to
publication.Home use of abortion pills in Ireland
The Republic of Ireland has one of the most restric-
tive abortion laws in the world. The Constitution
acknowledges that the “right to life of the unborn”
is equal to that of the pregnant woman,1 with abor-
tion permitted only in cases of ‘a real and substantial
risk’ to her life.2,3 This legal framework has meant
that only very small numbers of legal abortions
are performed within Ireland (just 26 in 2014).4
However, it has not prevented women from ending
pregnancies through abortion. Signiﬁcant numbers
access services elsewhere, particularly in England,
with abortion travel not just tolerated but actively
supported by the state: the Irish Constitution alsoDoi: 10.1016/j.rhm.2016.10.002
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abortion services overseas and to travel to access
them.1
At the high point of recorded travel, in 2001,
6,672 women gave Irish addresses when ending
pregnancies in England. By 2015, this number had
almost halved (Table 1 below). While women may
give false addresses, making these numbers inexact,
this reduction is somarked as to suggest real and sig-
niﬁcant change. Its drivers are almost certainly mul-
tiple. Since 2001, the Government Crisis Pregnancy
Programme (formerly the Crisis Pregnancy Agency)
has overseen improved sex education, more effec-
tive contraceptive usage, support, information and
aftercare for women who experience unwanted
pregnancies.5 Themorning after pill wasmade avail-
able over the counter in 2011. Further, cheap ﬂights
make it feasible to access abortion services in
other European countries, such as the Netherlands,
although the number of women from Ireland acces-
sing services there has seen an even sharper decline
(to just 12 in 2013).6
Ofﬁcial accounts have relied on these numbers
recorded in English clinics to suggest that “about
4,000 women from Ireland have a termination
procedure every year”.9 However, a further, unac-
knowledged, reason for the decline is that increas-
ing numbers are aborting their pregnancies with
medication obtained over the internet.
Survey data suggests that only 16% of women
in Ireland (10% of men) in the general population
are aware of “drugs or herbs” that can be taken at
home to end a pregnancy.5 However, once a preg-
nant woman begins to explore her options, she
will easily ﬁnd information about abortion pills
online, along with the websites of a large number
of organisations willing to supply them: at the
time of writing, a Google search on “buy misopros-
tol online” yields 1.6 million hits, with the major-
ity of the ﬁrst two pages of results comprising sites
with offers of supply.
Two organisations formed a particular focus
of this research. In 2001, local activists invited
Women on Waves to sail the “abortion ship” into
Irish waters, greatly increasing public awareness
of the existence of abortion pills in Ireland. A sisterTable 1. Abortions in England and Wales by w
2001 2004 2006
Number of abortions 6672 6217 5042organisation, Women on Web (WoW), formed ten
years ago and now has 16 help desk workers based
across three continents, working in 16 languages
and replying to 8,000-10,000 emails from about
6,000 individual women from around the world
each month (Gomperts, Founder and Director,
WoW, interview). A second group, Women Help
Women (WHW) was established in 2014, and has
22 volunteers, working in six languages and sending
out some 3,000 e-mails per month (Jelinska, Director
and Founding Member, WHW, interview). WoW and
WHW are each strongly informed by values of social
justice, solidarity and the empowerment of women.
Each offers online advice and practical support,
including arranging for the supply of abortion pills
to those who request them. Ordering pharmaceuti-
cals online risks contravening a general prohibition
on the supply of medicines by mail order in Irish
law,10 with attempted imports seized by Customs.
As such, Irish residents are asked for an address
outside the Republic, with packages needing to be
either collected or redirected from there. While this
may add a short delay, this hurdle appears not to be
decisive: local activists described to me how, as one
means of avoiding import restrictions has been shut
down, another has been found.
Irish women’s home use of abortion pills has
been regularly cited in reports, online forums and
popular media,11–14 and was conﬁrmed in my
interviews. The Crisis Pregnancy Programme (CPP)
is charged with development and implementation
of a national strategy to address the issue of crisis
pregnancy in Ireland. It receives annual reports
from the counselling services that it oversees. The
annual reporting form does not speciﬁcally request
information regarding the numbers of women who
have sought information regarding, or reported
use of, abortion pills. However, services will occa-
sionally raise this issue in a narrative section. Beyond
those reports, the CPP was aware of only anecdotal
accounts (Deely, Head of HSE Sexual Health and
CPP; and Donlon, Funding Ofﬁcer, CPP, interview).
Staff at one of these counselling services, the Irish
Family Planning Association (IFPA), conﬁrmed that
requests from women wanting information re-
garding the safety of abortion pills were sufﬁcientlyomen who gave Irish addresses.7,8
2008 2010 2012 2014 2015
4600 4402 3982 3735 3451
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Table 2. Customs seizures, Ireland (data




2011 28 15 620
2012 25 16 471
2013 25 14 424
2014 60 45 972
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estimated dealing with around one request per
week for information regarding the pills, with these
coming at each of their twelve counselling centres,
spread across the country. In some cases, women
had brought pills into a meeting to ask if they were
“the right thing”. However the IFPA is constrained in
the advice that they can offer, providing no informa-
tion on how to access or use pills, other than to
advise women that they should always be taken
under medical supervision. Women were then unli-
kely to return to tell staff what choices they had
made (Niall Behan, Chief Executive, and Maeve
Taylor, Senior Policy and Advocacy Ofﬁcer, IFPA,
interview). The legal framework governing informa-
tion provision is further discussed below.
Unsurprisingly, the greatest knowledge of use
of abortion pills lay with WoW and WHW; with
local activists; and with the London-based charity,
the Abortion Support Network (ASN), which offers
practical support to Irish women facing unwanted
pregnancies. WoW and WHW would not provide
information regarding the numbers of pills sup-
plied, emphasising that it is the number of
requests for help that illustrates the true scale of
the problem. Each talked in terms of contacts with
women on the island of Ireland (combining the
Republic and Northern Ireland, which has a similarly
restrictive law). WoW reported that they were con-
tacted by 200-300 women from across the island
each month (Gomperts, WoW, interview). The more
recently established WHW reported ‘daily contacts’,
with requests ‘from all over [Ireland], from every
age bracket. We have women writing for their daugh-
ters, I’ve had one woman of over 40, and we’ve had
immigrants’ (WHW, Founding Member, interview).
Combined, these ﬁgures suggest in the region of
3,000 discrete contacts to WoW and WHW each year
(although some women may contact both groups,
with one activist reporting that women sometimes
confuse or conﬂate the two). In line with their
respective populations, it is reasonable to assume
that well over two-thirds of these contacts – from
more than 2,000 women each year – come from
the Republic of Ireland. It is also reasonable to
assume that many women who have contacted
these groups will go on to request abortion pills,
and that most of these will go on to use them: once
pills are supplied, WoW report a general non-usage
rate of around one in ten.15,16
While these numbers are imprecise, on any
reading, they suggest a very substantial health need
that is unmet by domestic services, and WoW and92WHW are just two of the organisations who will
arrange supply of the pills, with evidence from cus-
toms seizures conﬁrming that women in Ireland are
also attempting to access pills from elsewhere.
Neither WoW nor WHW ship directly to the Republic
of Ireland yet Irish Customs regularly block attempts
to import mifepristone and misoprostol: in 2014,
60 consignments were seized containing 45 mife-
pristone and 972 misoprostol pills (see Table 2).
A common abortion protocol requires one
tablet of mifepristone to be supplied with four,
six or eight tablets of misoprostol. One convincing,
albeit speculative, reading of these seizure ﬁgures
is thus that they involved 45 attempts to import the
pills for use following this protocol, with another
15 women having attempted to import just miso-
prostol (used alone, the latter is still an effective
abortifacient and it is extremely cheap, thus typi-
cally being sold in packs of 60 or 90 tablets).
The numbers of seizures tell us little about how
many women attempt to import pills, as it is im-
possible to know what proportion of packages are
successfully identiﬁed at the border. While pills
shipped directly from a reputable pharmaceuticals
supplier are likely to be distinctively packaged in
tamper-proof wrapping with clear labelling, this
may not be the case where suppliers are less con-
cerned with respecting relevant regulation or where
pills are repackaged and redirected by a friend. We
also know nothing about the authenticity or quality
of the pills impounded, with packaging and a visual
inspection alone generally being sufﬁcient to estab-
lish that any medicines seized are unauthorised
for the Irish market (Hugo Bonar, Enforcement
Manager, Health Products Regulatory Agency, perso-
nal communication, 13 November 2015).
Finally, the potential for a lucrative black
market exists in any product that is desperately
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easily smuggled into Ireland in personal luggage or
shipments of other products. While I was unable to
gain any insight into the extent of such a market,
there are some indications that it exists.11,17 In
2005, a prosecution was brought against a woman
for importing mifepristone from China and selling
it in a supermarket.11
In sum, there are indications that home use
of abortion pills within Ireland is widespread. That
an estimated number in excess of 2,000 women
each year from the Republic contact just two
groups, WoW and WHW, suggests a compelling
need for help, advice and support that is unmet
by domestic services. Further, while the evidence
considered below suggests that WoW and WHW
operate with a high regard for women’s safety,
the same cannot be assumed for all suppliers.
Women on Waves publish a warning to women to
avoid a long list of suppliers who they had found to
supply fake medications or send nothing at all.18The safety and acceptability of home use
Mifepristone and misoprostol are on the World
Health Organization’s list of essential medications.19
Where properly used, they are effective in ending a
pregnancy in over 98% of cases; they are extremely
safe; and they can be supplied by appropriately
trained and skilled non-doctors.20–23 A signiﬁcant
literature describes the important role played by
the pills in expanding access to abortion and
improving the safety of care offered in a large range
of settings.24 Notably, it is growing more common
for abortion pills to be supplied via telemedicine
and evidence suggests that this can offer an effective
provision model.15,16,25,26
Ofﬁcial Irish advice regarding abortion pills
tends towards blanket statements about the dan-
gers of sourcing any pharmaceuticals online or
using the pills “without medical supervision”.27,40
Irish media also carry frequent reports drawing
attention to purported dangers of home use
of pills (see, for example 28). However, such
accounts ignore important differences regarding
the authenticity of the medicines and quality of
guidance as to their use offered by different sup-
pliers. WoW and WHW each supply abortion pills
for use within the ﬁrst nine weeks of pregnancy,
following an online consultation to ensure that
there are no contraindications to use. Their work
is funded through donations, with women whocan so afford invited to offer €70-90 to cover the
cost of their own treatment and, where possible,
to give more to support services for others. Women
follow an evidence-based treatment protocol of
oral mifepristone followed 24 hours later by sub-
lingual misoprostol. Ongoing e-mail support is
offered to women for as long as they want it. While
I did not interview women who had used the pills,
my interviews with WoW, WHW and local activists
revealed no evidence that women struggle to fol-
low these simple instructions when they take the
pills outside of a clinic. I was given only one exam-
ple of incorrect use: a woman who, desperate after
ﬁnding herself pregnant as a result of rape, had
taken abortion pills without going through the
assessment offered by WoW or WHW and had sim-
ply swallowed everything at once (Irish activist,
interview). While this posed no signiﬁcant risk to
her health, a second course of pills was needed to
end an ongoing pregnancy. For the activist who
shared this story, it illustrated the importance of
women having the clear instructions offered by
WoW or WHW.
However, the telemedical provision model does
have certain implications for the service that can
be offered. First, while many women conﬁrm gesta-
tional age with an ultrasound scan,16 this is not a
prerequisite for treatment and WoW and WHW rely
on women to provide accurate information. There is
no direct evidence that routine ultrasound improves
either the safety or efﬁcacy of abortion proce-
dures22,29 and research suggests that gestation can
generally be calculated with sufﬁcient accuracy for
safe use of abortion pills by last menstrual period.30
Further, I was told that women typically seek help
very early, with contacts beginning from one day
after a missed period (Maaike, WoW help desk staff,
interview). However, in a small number of cases,
women had given false information in order to
access abortion pills in later pregnancy. In those
instances, each group saw it as their responsibility
to give neutral information regarding what a woman
might expect were she to use the pills and how she
could keep herself safe.
“We do get women who write and say that they are
actually later than nine weeks […]. Those women
have to be counselled very differently. They use a
different dose of the medicine. But it’s not that the
risks are much greater, it’s more that she has to be
psychologically prepared for the process – this [the
products of conception] isn’t going to end up going
down the toilet or on a menstrual pad. So it’s about93
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that she makes an informed decision.” (Founding
Member, WHW, interview)
“We do rely on women’s own estimation of gesta-
tion. We tell women that it’s only safe to use the
pills until a certain time, after that there is a higher
risk […] Sometimes they write to us after they
get the pills [to say that their pregnancy is more
advanced than nine weeks]. We tell them to take
them in the waiting room of a hospital and then
it’s the same as doing it as a clinic. The protocol
changes a little bit. Women are so scared about
their health that they might lie but only a few
women will do that. And most women know early.”
(Gomperts, WoW, interview)
A scan can also serve a second purpose: to
exclude the potentially life-threatening risk of an
ectopic pregnancy. However, this risk is extremely
low in the abortion seeking population, particu-
larly when symptoms are absent,20,31 and is not
entirely eliminated when women are treated in a
clinic.32 Moreover, the woman who takes pills to
end her pregnancy without ﬁrst receiving a scan
is at no greater risk than a woman with a wanted,
continuing pregnancy, who is unlikely to be
scanned before the point that an ectopic preg-
nancy is likely to burst. Further, women are
advised that the absence of bleeding after taking
the pills may offer an important indication of a
problem: I was told of one woman thus prompted
to undergo an ultrasound scan, thereby identifying
a life-threatening ectopic pregnancy (Founding
Member, WHW, interview).
Few women experience serious side effects as a
result of early abortion using pills and pain is gener-
ally manageable using over the counter analgesia.
One large study found that rates of hospital ad-
mission due to complications are extremely low,
ranging from 0.04% to 0.3%.20 Serious infection
requiring hospitalisation is very rare and it is only
in the most extreme of circumstances (estimated
at just 0.03% of cases) that women require transfu-
sion to replace excessive blood loss.20 However, hae-
morrhage can be life-threatening if left untreated
and WoW and WHW advise women to plan for it,
emphasising that this makes a planned miscarriage
considerably safer than if the same thing occurs
spontaneously. This is, nonetheless, an important
limitation of the care that can be provided through
a telemedical abortion service. While each group
offers ongoing support and advice by e-mail, the94medical treatment that they offer necessarily ends
with provoking a miscarriage.
“The service stops with being able to provide the
early medical abortion. […] You need to under-
stand the limitations of what you can do. If you
can’t see someone, then you can’t measure what
a woman means when she says ‘I have a little
bleeding’ or a ‘little pain’. The helpdesk are trained
never to attempt an assessment. All they can do is to
say that “we can’t make an assessment but if you
have this, and this, and this, then you need to see
a doctor now.” [… W]e can’t replace local health
care. You can give information, you can give pills,
you can trust women to do it themselves but, if
there is a problem, you need the local clinic to assess
the situation.” (Gomperts, WoW, interview)
“It is important that you repeat to women that they
need to have a plan for additional health care if
they need it, so that they’ve thought about it ahead
of time. Women tend to be very cautious. They expect
the worst. They get instructions, a long list of side
effects and potential complications and they expect
that it will probably happen [...] Complications
are the same for any miscarriage but [...] this is
safer than spontaneous miscarriage because you
are forewarned.” (Jelinska, WHW, interview)
There is at least a hypothetical risk that heigh-
tened stigma regarding illegal abortion and fear
of prosecution might lead to a reluctance to
seek necessary aftercare.12,22,33 However, a speci-
ﬁc question on this point elicited no direct experi-
ence of women failing to seek necessary treatment
from my interviewees and none believed this was
likely.
Nonetheless, it is likely that the need to end a
pregnancy illegally at home will add to anxiety
and feelings of stigma experienced by at least
some women.33 Further, while a recent WoW ser-
vice evaluation found that 77% of women in
Ireland had someone with them throughout their
use of abortion pills (Gomperts, WoW, interview),
that leaves almost a quarter who may be alone.
While this does not cause a signiﬁcant risk to
physical health (even rare, serious complications,
like haemorrhage are unlikely to leave someone
incapable of contacting emergency services for
necessary medical care), being alone may increase
the emotional demands of home use. The privacy
offered by internet provision may thus be two-
edged.25 A member of the WoW helpdesk staff
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to tell us what is happening, to discuss the real
situation, to say things that they would never tell
their own doctor’ before immediately going on to
note that she also worried about women feeling
isolated and having no support, explaining: ‘[w]e
get many e-mails saying that you’re the only one
who knows, I can’t tell anyone” (Maaike, WoW,
interview). The Director of WHW expressed the
same ambivalence:
“The potential of the technology of self-administration
of medical abortion is incredible. It can empower
women and they can do it in the privacy of their
own home. It is really revolutionary on many levels.
But we also need to acknowledge that, as an indivi-
dual experience, it is alienating.” (Jelinska, WHW,
interview)
The home use of abortion pills is thus not a pana-
cea for the current deﬁciencies in the delivery of
comprehensive reproductive healthcare in Ireland.
However, its disadvantages must be understood
in the context of the alternatives available to a
woman facing an unwanted pregnancy. First, abor-
tion pills are far safer than other known methods
of attempting to induce an illegal abortion. The
Abortion Support Network offers advice and practi-
cal support to women in Ireland facing unwanted
pregnancies. It reports contacts from:
“women who have drunk bleach and ﬂoor cleaner,
and who have gone and gotten three packets of
birth control pills and taken them with a bottle of
gin or vodka, and taken all the pills in the medicine
cabinet. We had a woman who had gone out and
bought heroin in the hopes that it would make her
miscarry. We heard from a mother of four who told
us quite matter-of-factly: ‘I’m trying to ﬁgure out
how to crash my car to cause a miscarriage but not
permanently injure myself or die’.” (Clarke, ASN,
interview; see also 34)
Second, those women who have the necessary
travel documents and funds may travel (in particu-
lar to England), where they are likely to access
high quality, tightly regulated services. However,
some doctors in Ireland believe that the need
to travel may itself impact negatively on their
health17,35 and many women will struggle to explain
their absence to family, employers or school, or to
raise the necessary €520-2,500 (depending on gesta-
tion and other factors) for ﬂights, accommodationand the procedure.34 The law has an obvious and
signiﬁcant discriminatory impact, creating particu-
larly acute problems for poorer women and those
without valid travel documentation.11,12,34 Anxious
for secrecy and desperate for cash, some women
borrow money from backstreet lenders, raising
the prospect of a different range of harms. Others
speak of needing to choose between raising
money for a termination, and eating or paying
utility bills (Clarke, ASN, interview) and, when
securing the necessary funds creates delay,
women will require later, more costly procedures,
with higher complication rates. While only 9% of
English and Welsh women terminate pregnancies
at over 12 weeks, this proportion rises to 15% for
Irish women.8
Finally, where a woman feels forced to con-
tinue with a pregnancy, this entails not just the
substantial psychic, social, and economic harms
stemming from unwanted pregnancy and mother-
hood, it also poses greater risks to her physical
health than does a safe abortion. Inadequacies in
data collection make it likely that Ireland’s mater-
nal mortality rate is greater than the reported 8
deaths per 100,000 maternities.36,37 However,
even this ﬁgure is many times higher than the
mortality risk of 0.32 per 100,000 for a safely per-
formed abortion,29 with an ongoing pregnancy
also posing a range of less serious risks to health.Ofﬁcial responses to home use
Ofﬁcial responses to the home use of abortion pills
are caught in an important tension in Irish law and
policy between the Constitutional protection of
unborn life and related criminalisation of abor-
tion, on the one hand, and the Constitutional pro-
tection of women’s rights to travel and information
and associated public health initiatives, on the
other. This tension has been mediated, in part, by
the very weak enforcement of the criminal law,
with no convictions for abortion in at least the last
ten years.38 While none of my interviewees foresaw
any possibility that a woman might be prosecuted
for ending a pregnancy, the potential for greater
enforcement of the criminal law is always there
and this has had a signiﬁcant chilling effect, cutting
against relevant public health initiatives. Here, a
pernicious role is also played by a second piece of
legislation, the Abortion Information Act,39 which
intervenes directly in the therapeutic relationship95
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information that a doctor or counsellor can offer
regarding abortion. The Act’s effect has been sub-
stantial, with some (mis)reading it as prohibiting
the provision of even basic information about
abortion.11 Where doctors and counsellors feel
unable to offer women accurate information
regarding use of abortion pills, the resulting void
is likely to be ﬁlled by the mass of information of
highly variable quality available on the internet.
Secondly, the criminal law framework also
potentially cuts against the public health goal of
ensuring appropriate aftercare following abortion.
The CPP advises women that they should tell their
doctors if they have used abortion pills, with the
duty of medical conﬁdentiality ensuring that they
do not risk being reported to the police other than
in exceptional circumstances, such as where there is
evidence of abuse.40 However, Irish doctors are jus-
tiﬁed in breaching conﬁdentiality where disclosure
is in the “public interest”41 and this test offers scope
for divergent interpretations. Notably, if sominded, a
doctor might argue that it justiﬁes the reporting of a
crime deemed sufﬁciently grave to attract a fourteen
year prison term. In a study led by DrMarkMurphy of
the Royal College of Surgeons in Ireland, 12% of
sampled hospital doctors replied that they would
be prepared to report an illegal abortion to the
police, with a further 14% unsure of whether they
would do so.35 While this is a small study (184 hospi-
tal doctors were sampled, with 28% responding),
which is yet to be peer-reviewed, it suggests a level
of uncertainty about the law that may well be sufﬁ-
cient to deter women from disclosing use. WoW,
WHW and local activists advise women requiring
aftercare to claim to have suffered a spontaneous
miscarriage (which would present and be treated in
the same way as one induced by pills) and this claim
will generally be impossible to disprove.42 Where
pills have been sourced from a reputable supplier,
non-disclosure of a medical abortion does not create
obvious health risks. However, it does introduce
deception into the medical relationship and this
may potentially add to women’s anxiety.
Finally, ofﬁcial guidance for women and service
providers aims to discourage the home use of
abortion pills, emphasising dangers in a way that
is often misleading or inaccurate. Guidance tends
towards blanket claims regarding the dangers of
accessing pills online (it “may not be what it pur-
ports to be and may actually be ineffective or even
dangerous”) and advice against taking abortion
pills “without appropriate medical supervision”,2796ignoring available evidence permitting distinction
to be made between the practices of different
suppliers: WoW and WHW send authentic medica-
tion and offer a level of support and supervision,
albeit by e-mail. The Government also advises that
abortion pills are “designed to bring on an abor-
tion for a woman who is less than nine weeks
pregnant” and that they “may not work if you are
more than nine week’s pregnant”,40 despite the
very well-evidenced efﬁcacy of abortion pills, albeit
using slightly different protocols, at other gesta-
tions.29 Women are also advised that pills “are
designed to be used in abortion clinics”, notwith-
standing the many studies establishing the safety
of home use.20,25 Further, a claim that the pills
“may not work if you are … pregnant with twins”,
is not backed by evidence, with the one small study
that exists showing no difference in failure rate,
bleeding or pain when pills are used in singleton
and twin pregnancies.43A different response?
It is possible to imagine a more robust public
health strategy that could be pursued within the
constraints of current Irish law, albeit in further,
considerable tension with the criminal law frame-
work. Indeed, models that might inform such
a development exist internationally.44,45 Women
with unwanted pregnancies might be offered a
medical examination to conﬁrm gestational age
and health status, non-directive counselling and
information regarding whether termination would
be lawful, along with evidence-based information
regarding different methods of clandestine abor-
tion including abortion pills. Where women decide
to terminate the pregnancy, they might then be
encouraged to return for follow up care. While this
would undoubtedly be controversial, it would
represent a more honest response to the current
reality of home use of pills, taking seriously a
number of concerns which have inﬂuenced existing
Irish health policy. Notably, it might increase the
numbers of women who access local counselling
services, providing the opportunity to offer face-to-
face support and accurate, intelligible, evidence-
based information to those facing unwanted preg-
nancies. It would foreground a concern for women’s
health and might potentially make a positive con-
tribution to bringing down the numbers of Irish
women who have abortions in later pregnancy.
Importantly, it would also recognise the very signif-
icant discriminatory impact of a law that depends
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able to travel to access services.
As noted above, Irish service providers operate
within the constraints imposed by the Abortion
Information Act. This was drafted in light of the
well-established fact that women were travelling
from Ireland to access services overseas and with-
out any apparent consideration of the future avail-
ability of telemedical services. The Act requires
that “truthful and objective” information, which
does not “advocate or promote” abortion can be
given regarding services “which are lawfully avail-
able in the place where they are provided […]
by persons who are acting lawfully in providing
them”, provided always that a woman is coun-
selled about “all the courses of action that are
open to her”.39 There is nothing on the face of
these restrictions that would prohibit the provi-
sion of accurate information regarding services
offered by groups like WoW and WHW, each of
whom operates in compliance with the laws that
apply in the place where services are provided.
However, given the illegality of using pills sourced
online to procure an abortion within Ireland, a doc-
tor or pregnancy counsellor who gives information
regarding safer means of accessing and using abor-
tion pills would also walk a ﬁne line to avoid
charges of aiding, abetting, counselling or procuring
commission of criminal activities.27,46 For this
reason, the development of such services would
require appropriate training and clear, accurate
guidance from an ofﬁcial agency such as the CPP.
Such guidance would need to eschew the kinds of
blanket claims noted above in favour of an honest
appraisal of the variety of organisations that supply
abortion pills, recognising that while some may
send inauthentic medication or fail to provide clear
instructions as to use, there are others who operate
transparently, professionally and in ways that are
profoundly motivated by a concern for women’s
health. Some groups, such as WoW and WHW, offer
a very safe service, supplying authentic medication
and offering “medical supervision”, albeit by e-mail.
And, indeed, at least some of these facts have been
legally conﬁrmed and are thus already known to
the Irish Government. Apparently at Ireland’s insti-
gation, the legality of Dr Gomperts’ actions in pre-
scribing (from Austria) abortion pills to women in
Ireland was challenged in court, resulting in a judg-
ment that conﬁrmed that the medical supervision
offered by WoW is sufﬁcient to meet the require-
ment in Austrian law for a “personal and direct
assessment of the patient”. In reaching thisdecision, the Court took account of the fact that
women could not legally obtain an abortion in Ire-
land and were thus in a particularly desperate situa-
tion. It further found that Gomperts’ work made an
overall contribution to the health and survival of
women in countries like Ireland.47
While permitting local service providers to offer
clear and accurate information regarding safer use
of abortion pills could potentially further the
public health mandates that have underpinned
the support services offered to women in Ireland,
such a policy would, of course, disrupt the myth
that the Republic is “abortion free”. It would also
confront what the Chief Executive of the Irish
Family Planning Association describes as “a
tendency in ofﬁcial discourse to view women as
helpless and hopeless, with no idea of their own
best interests” (Behan, interview). Providing women
with information that empowers them to manage
their own pregnancies cuts against the grain of a
powerful Irish discourse of women as victims of
both unwanted pregnancy and those who offer
abortion services. However, it would also reﬂect a
second important understanding of women in
Ireland, which has equally been relied upon by
the state as a means of avoiding responsibility for
the provision of services: as cosmopolitan and cap-
able of travelling to access the health services that
they need.48 By extension, it might be suggested
that modern cosmopolitan citizens do not just travel
to access services, they are also consumers of phar-
maceutical products, capable of researching and
evaluating medical information, accessing services
online and ordering the pharmaceuticals that will
travel to them. This can nonetheless expose them
to risks, raising the issue of the state’s responsibility
to offer appropriate support, protection and objec-
tive information to those citizens.Conclusion
Ruth Fletcher has eloquently described how the
Irish state has recognised and relied upon the
core provision of healthcare in other jurisdictions,
legitimating extra-territorial use of abortion ser-
vices whilst simultaneously entrenching a domes-
tic failure to provide them.48,49 The fundamental
ethical, political and legal questions that she raises
regarding the role of the Irish state are thrown
into sharp new relief by the online availability
of abortion pills, which offer an important
further mechanism for outsourcing reproductive
healthcare. I have pointed to indications that97
S Sheldon. Reproductive Health Matters 2016;24:90–101abortion pills are already in widespread home use
in Ireland. That an estimated 2,000 women from
the Republic of Ireland each year contact just
two online groups suggests a pressing need that
is unmet by domestic services. While they clearly
exist, less is known about women who contact other
online providers and the reliability and safety of the
services that they access.
While offering a blunt and ineffective tool for
preventing abortion,48 the criminal law regulating
abortion in Ireland has had a signiﬁcant negative
effect on women’s health. This can be measured
both in the extreme, tragic and high proﬁle cases
of harm caused to women like Savita Halvappanavar
and Ms Y50,51 and in its direct impact on the far
larger numbers of other women, whose struggles
to end pregnancies are largely unpublicised but
likewise deeply affected by legal restrictions.11,12
Further, while an increased enforcement of the
criminal prohibitions against abortion appears unli-
kely, this is nonetheless always possible. This would
not succeed in eradicating abortion. However, as
one reviewer for this article put it, while a state
might never be able to control swallowing, it might
“choke a lot of throats” in an attempt to do so. While
renewed efforts to enforce the criminal law would
inevitably identify only a tiny proportion of the
women who have used abortion pills, they might
nonetheless result in a small number of convictions.
Suppliers of pills cannot be prohibited from acting
lawfully within another jurisdiction and, in most
cases, the home use of abortion pills will be invisible
to law enforcement agencies. While efforts focused
on preventing the entry of pills into Ireland have
experienced some modest success (see Table 2), my
interviews conﬁrmed that such seizures have not
prevented women from accessing pills. Moreover,
it is difﬁcult to imagine how Customs might success-
fully prevent the arrival of consignments that are
repackaged and redirected from friends elsewhere
or which arrive concealed in personal luggage.
However, an enhanced focus on blocking the impor-
tation of abortion pills from groups such as WoW
(who ship medications in regulation-compliant,
readily identiﬁable packaging) would be likely
to increase attempts to import pills from other,
less reputable suppliers and, indeed, to increase
resource to other, more dangerous methods of
attempting to induce a pregnancy.
For the time being, it seems likely that home
use of pills is set to continue, begging the question
of the appropriate ofﬁcial response. Thus far, the
response of the Irish state to the issues raised98by abortion pills has been muted. Notably, no
apparent attempt has been made to gather data
regarding the extent of home use, to ﬁnd out
more about women’s experience of it, or to
analyse the relative risks to women’s health of
accessing pills from different suppliers. I have sug-
gested above that greater support for women
facing unwanted pregnancies would be possible
within the constraints of existing law. A harm
reduction approach might focus attention onto
the need for high quality information and support
through local agencies. However, it should be
acknowledged that this is a solution likely to
satisfy no-one, given its failure to address the fun-
damental moral incoherence of a legal framework
that criminalises women who end pregnancies
within Ireland while supporting those who travel
to end them elsewhere. While the attraction of the
harm reduction model is that it can avoid the
need to confront the issue of the morality of the
practice regulated, this should not be allowed to
obscure the need to challenge the criminalisation
and stigmatisation of an essential aspect of
women’s reproductive healthcare.Postscript
A study published while this article was in press
has offered signiﬁcant further insight into the
home use of abortion pills within Ireland.52 It
reveals that, from 1 January 2010 to 31 December
2015, 5,650 women from across Northern Ireland
and the Republic Ireland requested abortion pills
from Women on Web, one of the two providers
discussed above, with the numbers of online con-
sultations more than doubling over that period.
This suggests that a sizeable proportion of the
initial contacts with Women on Web noted above
resulted in eventual home use of pills. The women
in this study commonly reported serious mental
stress caused by their pregnancies and inability
to afford travel to access abortion services else-
where. Almost all (97%) felt that home use of pills
had been the right choice and commonly reported
feeling “relieved” (70%) after the abortion. How-
ever, women also described their anger, disap-
pointment, shame and isolation at not being
able to access legal abortion within their own
country. It remains to be seen whether, and if so
how, the Irish Government will respond to this
important conﬁrmation of the extent of women’s
homes use of pills.
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Les données montrent que les pilules abortives sont
largement utilisées à domicile en Irlande et
qu’interrompre une grossesse de cette façon est
potentiellement plus sûr que les options s’offrant à
beaucoup de femmes. Cet article fait valoir qu’il est
souhaitable que des professionnels locaux de
conﬁance fournissent aux femmes avec des
grossesses non désirées une information exacte et
objective sur l’utilisation des pilules abortives et, en
outre, que cela est possible dans le cadre de la loi
actuellement en vigueur. Une mesure dans ce sens
ne remettrait cependant pas en cause la nécessité
d’une réforme juridique pour corriger l’incohérenceResumen
La evidencia indica que en Irlanda el uso domiciliario
de las píldoras de aborto está extendido y que la
interrupción del embarazo por este medio
posiblemente sea más segura que las alternativas
disponibles a muchas mujeres. Este artículo
presenta sólidos argumentos a favor de que
profesionales locales de conﬁanza ofrezcan a las
mujeres con embarazos no deseados información
veraz y objetiva sobre el uso de las píldoras de
aborto y de que esto es posible bajo la ley vigente.
Sin embargo, un giro en esta dirección no negaría
la necesidad de una reforma legislativa para
abordar la incoherencia moral fundamental de una
S Sheldon. Reproductive Health Matters 2016;24:90–101morale d’une loi qui traite les femmes qui
interrompent une grossesse en Irlande comme des
criminelles, mais celles qui se rendent à l’étranger
pour avoir accès aux services comme des victimes
ayant besoin d’un soutien. À l’appui de ces
arguments, l’article se fonde sur une recherche en
bibliothèque et un petit nombre d’entretiens avec
des fonctionnaires, des prestataires de services et
des activistes.ley que trata a las mujeres que interrumpen sus
embarazos en Irlanda como criminales pero a
aquéllas que viajan para acceder a los servicios
en el extranjero como víctimas que necesitan
apoyo. Para respaldar estos argumentos, el artículo
se basa en investigaciones bibliotecarias y en un
pequeño número de entrevistas con funcionarios
gubernamentales, prestadores de servicios y activistas.101
